Methods: Enlistment of patients with chronic obstructive pulmonary diseases (COPD) or congestive heart failure (CHF), who had been hospitalized in the Department of Internal Medicine at Sheba Medical Center, due to worsening of their disease. During hospitalization, information was collected regarding patient admission, co-morbidities and socio-economic factors. Subsequently, information was collected regarding patient discharge. Telephone interviews were conducted with patients three months after discharge, to gather details about maintenance of discharge recommendations. Finally, patient charts (in the community) were reviewed by the research team, with the goal of confirming file updating and references to discharge recommendations. Results: 632 patients were enlisted; 220 with COPD and 401 with CHF; average age was 11.3 ± 74.9. Of this group, 28.1% had a readmission within one month; 5.4% deceased within one month; 12% deceased within three months.
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Objectives: The aim of the National Quality Profile is to present and analyse information on the quality of care in a format that allows for the evaluation and promotion of improvements in quality of care. The Health Service Executive (HSE) provides all public health services in Ireland. It publishes a large volume of data on a monthly basis, but challenges remain with using this information. The practice of comparing a current value to a target or a previous value fails to filter out noise (random variation within a normal range), which can lead to an overreaction to the perceived change. Furthermore, this practice fails to highlight signals of change which can lead to failure to react promptly. Methods: A screening tool based on the Irish definition of quality (HIQA 2012) was created and used to screen all HSE published indicators to determine their suitability for inclusion. Senior quality leaders ranked the indicators from the most to least important measure of quality of care. The highest ranking indicators were then analysed using Statistical Process Control (SPC) methods. Plan-DoStudy-Act (PDSA) cycles were used to identify the presentation style that best allowed senior leaders to evaluate the quality of care.
Methods included observation of senior management meetings, monthly surveys and interviews with senior leaders. Following ten PDSA cycles, the National Quality Profile was considered to be fit for purpose. Each indicator is presented in SPC charts showing the trend over time. Data are also presented in SPC funnel plots to show the variation across the HSE. Occurrences of special cause variation are annotated on the charts (Figure 1 ). The ISBAR (Identify, Situation, Background, Assessment, Recommendation) communication tool is used to explain the indicators, including occurrences of special and common cause variation.
There were no ethical considerations as data are anonymised and already published. Results: Presenting indicators in SPC charts shows evidence of improvements in quality of care that were missed by only comparing the current month to a previous value. The use of funnel plots to display the variation within the HSE shows occurrences of special cause variation, both better and worse than expected, that were also missed. Failure to detect improvements and special cause variation represents a missed opportunity to learn from successes and to identify areas where improvements are required. In addition, SPC charts show measures experiencing common cause variation being categorised as red, amber or green in a heat map which may be leading to overreaction. Conclusion: The key benefit of the National Quality Profile is the provision of timely, reliable and comprehensive information that describes quality of care in a way that demonstrates changes and can be used to promote improvements. Health care leaders are better informed about changes in quality of care by having access to this information. SPC charts can reliably distinguish potential signals from random variation. This permits appropriate reaction to significant signals when present, while also ensuring that normal variation is not interpreted as a signal requiring action.
The next steps are to further develop the National Quality Profile through engagement with key stakeholders; the automation of the creation of SPC charts to ensure the sustainability of the National Quality Profile; and the provision of data disaggregated to the most suitable level for the needs of different customers within the HSE. Reference 
